We evaluated risk factors for clinically relevant hypoglycaemia (blood glucose <3 mmol/L) in patients with type 2 diabetes during insulin glargine self-titration. Data were from two clinical trials in which patients were able to improve glycaemic control by self-titration of insulin glargine using a simple algorithm.
treatment regimen and the relatively low risk of hypoglycaemia contribute to the growing popularity of adding basal insulin analogues to existing treatments as a way to introduce insulin in patients with type 2 diabetes (T2D) who are no longer controlled with oral glucoselowering medications. 4 Despite the high efficacy of insulin treatment shown in RCTs, patients in the real world frequently fail to achieve the desired level of glycaemic control. 5 There are multiple explanations, but one is lack of effective up-titration, with patients continuing therapy at suboptimal doses of basal insulin. Reluctance to increase an insulin dose might be related to the fear of hypoglycaemia or of weight gain among patients or health care providers (HCPs). Also, the HCP may lack expertise in dose adjustment, or may not have the resources or ability to monitor the titration process. 6 Titration algorithms, which have been shown to be effective while maintaining a reasonable risk of hypoglycaemia, provide useful guidance to HCPs in titrating basal insulin. 3, 7 Patient-driven self-titration algorithms may be used as an alternative to titration led by HCPs. 8 Clinical trials comparing patient-driven and physician-driven basal insulin titration have provided reassuring results, showing similar or better glycaemic control with patient-driven methods. 9 However, HCPs may feel uncomfortable advising patients to implement selftitration because of concerns about hypoglycaemia. Further research is needed to understand the factors that will identify patients who might require more cautious self-titration monitoring and more frequent supervision because of the risk of hypoglycaemia.
We have undertaken a reanalysis of hypoglycaemia in two RCTs that involved glargine self-titration, using the definition of clinically relevant hypoglycaemia (blood glucose <3 mmol/L [54 mg/dL]), which is in line with recent recommendations that glucose concentrations less than 3.0 mmol/L (54 mg/dL) should be reported in clinical trials. 10 The ELEMENT-2 and ELEMENT-5 trials compared two IGlar U-100 products, Lantus and LY2963016, in patients with T2D. 11, 12 LY2963016 is an insulin glargine product developed by Eli Lilly and Company and Boehringer Ingelheim which is considered a follow-on biologic to Lantus in the USA and a biosimilar product in the EU and some other countries. Treatment comprised a 3-month titration period, during which doses were frequently adjusted based on selfmonitored blood glucose, and a 3-month maintenance period.
This study sought to provide additional insight into the burden of hypoglycaemia in patients with T2D who were self-titrating IGlar 100 U/mL by determining if glycaemic control, older age or previous insulin treatment affected the risk of clinically relevant hypoglycaemia (blood glucose <3 mmol/L) during IGlar self-titration.
| METHODS

| Patients and study design
The ELEMENT-2 and ELEMENT-5 trials were Phase 3, randomized, multicentre, 24-week studies in patients with type 2 diabetes, of which 60% and 45%, respectively, were insulin naive (HbA1c ≥7% and ≤11%) or were using IGlar previously (HbA1c ≤11%). Eligible patients were aged at least 18 years and had been receiving at least two oral antihyperglycaemia medications (OAMs) at stable doses for 12 weeks prior to screening, with or without IGlar. The ELEMENT-2 trial (Czech Republic, France, Germany, Greece, Hungary, Italy, Republic of Korea, Mexico, Poland, Puerto Rico, Spain, Taiwan, USA) was double-blind.
The ELEMENT-5 trial (India, Korea, Puerto Rico, Russia, Turkey, Taiwan, USA) was open label and also differed from the ELEMENT-2 trial in enrolment of patients using pre-study basal insulins other than IGlar. Both studies compared treatment with LY2963016 (LY IGlar) to treatment with LANTUS IGlar for 24 weeks; the titration period in each trial was Weeks 0 to 12, and the maintenance period was Weeks 13 to 24. Both treatments showed similar efficacy and safety. 11, 12 The starting dose for all insulin-naïve patients was 10 U/day; patient-driven titration specified the addition of 1 U daily until fasting blood glucose (FBG) reached at least 5.6 mmol/L (100 mg/dL) or lower. 13 Patients using LANTUS prior to study entry initiated the insulin to which they were randomized at their current dose, and increased their insulin dose by 1 U/day until the same FBG target was reached. Most of the titration was expected to be completed during the titration period, with any further adjustments after Week 12 made for safety concerns such as hypoglycaemia or unacceptable hyperglycaemia. Patients monitored their blood glucose with daily 4-point self-monitored blood glucose (SMBG) profiles, and were asked to perform three 7-point SMBG profiles in the 2 weeks prior to each of four specified visits during the study.
In the ELEMENT-2 trial, 621 patients (82.1%) were receiving two OAMs prior to randomization. The remaining patients were receiving three OAMs (15.9%), four OAMs (1.7%) or five OAMs (0.3%) prior to randomization. In the ELEMENT-5 trial, 341 patients (69.2%) were receiving two OAMs prior to randomization, and the remaining patients were receiving three OAMs (26.4%), four OAMs (3.9%) or five OAMs (0.6%) prior to randomization. In both studies, the most commonly used combinations of two OAMs were sulfonylureas and metformin, and dipeptidyl peptidase-4 inhibitors and metformin. The intent of the study was that patients not deviate from their OAM regimen except in an emergency.
| Objectives
In these post hoc analyses, we aimed to estimate the incidence and rate of clinically relevant hypoglycaemia in patients who participated in the ELEMENT-2 or ELEMENT-5 clinical trials. Clinically relevant hypoglycaemia is a new category introduced for the purpose of these analyses. It includes both non-severe and severe episodes of hypoglycaemia, confirmed with blood glucose less than 3 mmol/L (54 mg/dL), which were routinely recorded during the trials and reported, in line with the original protocol definitions. 11, 12 With treatment groups pooled in each trial, we determined whether subgroups of age (<65 vs ≥65 years), previous insulin use (naïve vs previous use of insulin) or level of glycaemic control achieved during the trial and at the endpoint (HbA1c at 8, 12 and 24 weeks) affected the risk of hypoglycaemia. Hypoglycaemia was analysed for the titration period, the maintenance period and the overall study. We also determined whether any baseline factors would predict the risk of experiencing at least two episodes of clinically relevant hypoglycaemia during the study.
| Statistical analyses
Given the similar efficacy and safety of LY IGlar and LANTUS, 14, 15 treatment arms were pooled within each trial for this study. Because of differences in design and statistical analysis of the two trials, populations of patients from the two studies were pooled only for the regression analysis. with stepwise selection on pooled ELEMENT-2 and ELEMENT-5 data.
We aimed to assess the impact of possible baseline variables on the incidence of multiple (≥2) hypoglycaemia events within a period (maintenance, titration or overall). The variables analysed were: diabetes duration (arbitrary cut-offs of >7.5, >10 or >12.5 years), basal insulin status at baseline (insulin naïve vs prior insulin use), gender, 
| RESULTS
Demographic and baseline characteristics of the pooled treatment groups in each trial, by analysis subgroups, are given in Table 1 . The overall (0-24 weeks) rate and incidence of clinically relevant hypoglycaemia (blood glucose <3 mmol/L) by subgroup is given in Table 2 . For each subgroup, mean HbA1c at baseline and at Week 24 and mean daily insulin dose at Week 24 are also shown.
Patients who were at least 65 years of age used a lower mean dose of insulin compared to patients less than 65 years of age throughout the studies (significant in ELEMENT-2; not significant in ELEMENT-5) ( Table 2 ). The rate of clinically relevant hypoglycaemia for patients at least 65 years of age compared to those less than 65 years of age was higher during the titration period in both studies ( Figure 1A ), but this difference was not observed in the maintenance period of either study.
Patients who were insulin naïve used a significantly higher dose of insulin throughout the studies, and their mean HbA1c values at the end of the titration period (Table 3 ) and at the 24-week endpoint ( Table 2) were lower compared to patients who previously used insulin. However, prior insulin use did not influence the overall rate or incidence of clinically relevant hypoglycaemia ( Table 2 ). Rates of clinically relevant hypoglycaemia were also similar between prior insulin use and insulin naïve subgroups during the titration and maintenance periods in both studies ( Figure 1B ).
The overall rate and incidence of hypoglycaemia according to the patient's HbA1c category at Week 12 of the study (end of titration period) is shown in Table 3 . Results were similar when the patient's HbA1c category at Week 8 or Week 24 was used (not shown). The level of glycaemic control did not significantly influence the rate or incidence of clinically relevant hypoglycaemia in the ELEMENT-2 trial ( Table 2 and Figure 1C ). However, in the ELEMENT-5 trial, there was a significantly higher rate and incidence of clinically relevant hypoglycaemia in patients in the HbA1c less than 7% category compared to the greater than 8.5% category during the titration period and overall (Tables 2 and 3 and Figure 1D ).
Risk factors that predicted patients who would experience multiple (at least two) hypoglycaemia events are shown in Figure 2 . 
| DISCUSSION
Self-titration of IGlar has been shown to be simple and effective, 16 but there is a concern that it may put some patients at increased risk of hypoglycaemia. Well-known risk factors for hypoglycaemia among patients with T2D include older age, long duration of insulin treatment, intensity of treatment and glycaemic control. [17] [18] [19] [20] We conducted this analysis to understand the extent to which these factors might affect the risk of hypoglycaemia in a population of patients with T2D who self-titrated IGlar U-100.
Patients in both the ELEMENT-2 and ELEMENT-5 trials self-titrated IGlar doses effectively, resulting in a significant reduction in HbA1c and improvement of other parameters of glycaemia. Improvement was greater in the larger, double-blind trial, ELEMENT-2, with endpoint mean HbA1c values close to 7%, while in the ELEMENT-5 trial, they remained close to 7.4%. IGlar doses were between 0.4 and 0.6 U/k/day throughout both studies, which is consistent with doses reported from other self-titration studies with insulin analogues. 9 As reported previously, the incidence of severe hypoglycaemia was very low (<1%) despite a high proportion of patients who continued pre-study treatment with sulfonylureas.
In the ELEMENT-2 and ELEMENT-5 trials, up to 45% of patients experienced at least one episode of clinically relevant hypoglycaemia.
In both trials, the risk of hypoglycaemia was similar, irrespective of previous insulin use. Level of glycaemic control, that attained at the end of the titration period, did not affect overall risk of hypoglycaemia in the ELEMENT-2 rial, but was associated with a higher rate and incidence of hypoglycaemia in the ELEMENT-5 trial. HbA1c. This is lower than our binary estimate (1.6), but can be explained by the fact that Riddle used baseline HbA1c as a continuous variable to predict incidence of any hypoglycaemia event, while our study used a dichotomized version (HbA1c ≤8.5% vs >8.5%) to predict incidence of multiple, at least two, hypoglycaemia events.
This study might be limited in its generalizability as the population, while broad, might not represent subgroups in which risk of hypoglycaemia is high (ie, the very elderly, the frail, those with renal failure or those with hypoglycaemia unawareness). Second, our "previous insulin" patients had used relatively low to moderate doses of F I G U R E 2 Adjusted odds ratios (OR) and 95% confidence intervals for factors that increased likelihood of experiencing multiple (≥2) hypoglycaemia events during each period of the study (P < 0.1); SU, sulfonylurea use insulin. The risk might have been higher if the population had included patients who had been treated with insulin for a very long time or had used high doses. Third, the size of the population in the two studies might be insufficient, and analysis of a larger pool of data and more trials might result in different findings. Finally, because of the exploratory nature of this post hoc analysis, no adjustments were made for multiple comparisons, and some possible confounding factors and/or interactions were not considered.
In conclusion, in this re-analysis of two Phase 3 studies involving more than 1200 patients with T2D, self-titration of IGlar did not increase the overall risk of clinically relevant hypoglycaemia. However, we found that older patients were at increased risk during the titration period, and all patients were at increased risk as their HbA1c approached the target value. Individualization of therapy, with particular attention to those above 65 years of age and those with better glycaemic control, will be important to avoid hypoglycaemia during titration.
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